Background {#Sec1}
==========

Back pain is the most common type of musculoskeletal pain reported by older adults \[[@CR1],[@CR2]\], and the second most common complaint for which patients visit a primary care doctor's office \[[@CR3]-[@CR5]\]. Each year, more than \$100 billion is spent in the US on back pain \[[@CR6]\], and costs are expected to rise considerably with our rapidly aging population \[[@CR7]\]. Pain management and treatment are particularly challenging because clinical guidelines do not currently exist for back pain in older adults; moreover, guidelines for back pain in younger populations fail to account for decision-making complexities that occur commonly in older populations, such as multiple comorbid conditions \[[@CR8]\], poly-pharmacy, frailty, and fragmented social support systems \[[@CR9]\].

Prior literature suggests that back pain in older adults is neither inevitable nor should it go untreated \[[@CR9]-[@CR14]\]. A substantial body of literature points to ageism as a potential reason for under-treatment of pain in older adults \[[@CR15],[@CR16]\]. By 'ageism' we mean the overt and subtle ways in which older adults may be unfairly assessed and treated by medical providers, e.g., as physically or mentally disabled or unworthy of treatment, simply because of their advanced age. We know that ageism or negative age stereotypes have been implicated in unfavorable outcomes \[[@CR17]-[@CR19]\], although this has not been explored to a great extent in the back pain literature specifically. Despite efforts to combat negative perceptions of older adults, the negative impact of ageism on older adults' physical and psychological health persists \[[@CR20]-[@CR22]\].

Although several studies have shown that back pain among older adults is frequently undertreated \[[@CR9],[@CR23]-[@CR25]\], few studies have explored *how* and *why* this is the case \[[@CR11],[@CR26]\]. This paper addresses both questions by qualitatively assessing the experience of back pain from the perspective of older adults \[[@CR11],[@CR27]\], and documenting how the patient-provider relationship may impact the decision to seek care---both of which could contribute to under-treatment of back pain in older adults. Qualitative methods using semi-structured interviews and focus groups elicit a thorough understanding of older adults' perspectives regarding pain, care-seeking and decision-making strategies by allowing participants to elaborate on their feelings and rationale, rather than focusing solely on quantified end results \[[@CR28],[@CR29]\].

Older adults and those of racial/ethnic minorities are at higher risk of being under-treated for pain \[[@CR30]-[@CR32]\]. Studies have shown that minority patients with pain are more likely to report greater activity limitations, severe pain, and functional impairments compared with non-Hispanic whites \[[@CR33],[@CR34]\]. The sources of pain disparities among racial/ethnic minorities are complex and occur at the provider level (e.g. lack of education), system level (e.g. lack of access to pain medications), and patient level (e.g. cultural beliefs about pain) \[[@CR35]\]. Despite this knowledge, prior studies of back pain among older adults have included mostly non-Hispanic White populations and have largely focused on patients actively seeking treatment \[[@CR32],[@CR36],[@CR37]\]. Thus it is unclear whether findings from these studies also pertain to racially/ethnically diverse samples \[[@CR38]\], and those who are not actively seeking treatment (e.g. individuals who reported pain to their physician while seeking care for some other health problems, or are simply living with back pain) \[[@CR38]-[@CR40]\].

Despite a few qualitative studies of older adults' experiences with back pain \[[@CR11],[@CR26],[@CR41]\], there is limited understanding of *why* older adults sometimes choose not to seek care. The objective of this research was to understand the experiences of older adults who report back pain severe enough to restrict activity, hereafter referred to as restricting back pain. In this paper we focus on specific beliefs and attitudes in a racially diverse population of older adults, and how they may impact care-seeking for restricting back pain.

Methods {#Sec2}
=======

This study employed systematic qualitative data collection methods \[[@CR42]-[@CR47]\], consistent with qualitative research procedures \[[@CR48],[@CR49]\]. Qualitative methods were chosen to solicit feedback from a racially diverse sample of older adults (age ≥65 years) who had experienced restricting back pain during the past three months \[[@CR50]\]. Participants were excluded if they were non-English speaking or unable to actively participate in an interview or focus group setting.

The researchers used three different recruitment strategies: first, participants were recruited from the Yale Precipitating Events Project (PEP), as previously described \[[@CR29]\]. Twenty-three semi-structured interviews were conducted by the principal investigator in participants' homes, with each interview lasting an average of 45 minutes (range of 20--60 minutes). The semi-structured interview guide was developed initially based on the purpose of the study, existing literature and clinical experience. The guide was revised after the first three interviews to make the language easier to understand by older adults. The semi-structured interview guide prompted participants to discuss their experiences with restricting back pain, including their beliefs and behaviors related to pain management ("What coping mechanisms are you using or have you used for your back pain?", "Was it helpful?"), the impact of back pain ("How does your back pain affect you physically?" "How does your back pain affect you emotionally?"), problems with other medical conditions (e.g. "How do your other medical conditions affect the way you experience back pain, and vice versa?"), and experiences interacting with doctors ("Do you talk to your doctors about your back pain?", "What has your doctor told you about your back pain?", "What can your doctor do better to help you with your back pain?")

Next, the researchers recruited participants for focus groups to assess whether the feedback from interview participants was shared by other populations in the community. Of the 16 total focus groups, 9 were conducted in Connecticut and 7 in New York City (NYC); focus groups lasted between 30--60 minutes and were comprised of 3--7 participants each. The Connecticut-based focus groups were conducted first, following an educational session on arthritis management. To enhance the racial/ethnic diversity of the sample, the researchers subsequently recruited participants from NYC senior centers that primarily served Black and Hispanic clients in order to confirm or verify consistency or discrepancies in emerging themes. The structured focus group guide was developed using the same questions as the interview guide with the exception of language used to engage participants in responding to and discussing other participants' experiences of back pain and their ideas about self-care and care-seeking.

Like the CT participants, the NYC participants were 65 years or older, community-living, and reported restricting back pain during the last three months. Recruitment from NYC senior centers was facilitated by individual senior center directors, as previously described \[[@CR38],[@CR51],[@CR52]\]. Each focus group had approximately 3--7 participants to facilitate contribution from all participants and to capture the diversity of their experiences, attitudes, and preferences \[[@CR53]\]. Focus groups were conducted in English by the lead author (UM) or by a research team member. For interviews and focus groups, recruitment ended once no new themes related to our study purpose were emerging.

Data analysis {#Sec3}
-------------

All interviews and focus groups were audio recorded; audio files were transcribed verbatim and data were analyzed in NVivo 9.0 (QSR International, AUS), a software program that allows researchers to code, organize, sort, and report qualitative data. Investigators evaluated the first six interview transcripts using an inductive, text-driven approach to qualitative thematic-analysis \[[@CR46],[@CR54],[@CR55]\]. We developed a coding scheme in which meaningful statements were identified from transcripts and assigned codes; thereafter codes were re-evaluated and revised in an iterative process. All transcripts were analyzed by a team of three coders and led by the principal investigator. In order to establish coding consistency within the team, four interviews were selected at random to be analyzed and discussed by all team members until consensus was reached. The final coding scheme and code definitions were then organized in a qualitative codebook that served as a guide for all coders and subsequent coding activities. Each transcript was assigned to two coders in a matrix that ensured that all coders were paired evenly across transcripts for balanced analysis. Routine team meetings were held to review progress during analysis \[[@CR42],[@CR43]\]; discrepancies were discussed during these meetings until consensus was reached.

Following the CT focus groups the researchers conducted an interim analysis of findings, which revealed a high level of thematic consistency with the PEP interview data. The final analysis of data following the seven NYC focus groups (with diverse older adults) determined that no new themes had emerged from the NYC sample as compared with the CT samples. All data were de-identified prior to analysis. This study was approved by the Yale University and UT Southwestern Medical Center's Institutional Review Boards.

Results {#Sec4}
=======

Participants' demographic characteristics are summarized in Table [1](#Tab1){ref-type="table"}. Twenty-three interviews (n = 23) and 16 focus groups were conducted (n = 70 participants), for a total of 93 participants. Among all participants, 68% were female, the median age was 83 years, 17% had less than a high school education, and more than half lived alone. Participants in the CT focus groups and one-on-one interviews were racially and ethnically similar (primarily non-Hispanic White), while seven of the nine (44%) focus groups in NYC included predominately Black and/or Hispanic participants. Over half of the study participants (n = 51, 55%) reported restricting back pain for 10 years or longer and nearly a quarter (n = 24, 26%) for 5--9 years; 76 (82%) of the participants had tried or were currently using an oral pain medication, 18 (19%) had tried topical therapies, 69 (74%) reported using a combination of non-pharmacologic management strategies (e.g. physical therapy, yoga, and exercise), and 54 (58%) reported using hot/cold modalities for pain relief.Table 1**Interview and focus group participant characteristics**Interview participantsFocus group participantsNumber of participantsn = 23n = 70Age  \<80 years0 (0%)36 (52%)  80- 84 years7 (30)11 (16%)  ≥85 years16 (70%)20 (29%)Gender  Female13 (57%)50 (71%)  Male10 (43%)20 (29%)Ethnicity  Hispanic0 (0%)8 (11%)  Non-Hispanic23 (100%)57 (81%)  Unknown0 (0%)5 (7%)Race  African American/Black2 (9%)26 (37%)  Caucasian/White21 (91%)36 (51%)  Other/Multiracial0 (0%)7 (10%)  Unknown0 (0%)1 (1%)Education level  Less than 12 years5 (22%)11 (16%)Living Arrangements  Living Alone12 (52%)37 (53%)

Analysis of the data revealed several potential reasons underlying participants' motivation for avoidance of seeking care. Although participants were not directly prompted to address patient-provider communication, narratives reveal that the nature of interactions with providers figured centrally in participants' attitudes toward care-seeking strategies. We identified three themes that emerged as potentially related to participants' decisions to seek future medical care or not: (1) participant and perceived provider beliefs about the inevitability of restricting back pain in later life (voiced by 74% of interview participants and 75% focus groups); (2) participants' negative attitudes toward medication and/or surgery (74% interviews and 94% focus groups); and (3) the relative importance of restricting back pain versus other comorbidities (96% interviews and 94% focus groups). All three themes emerged from both the interviews and the focus groups.

Note that, although the discussion guide did not directly ask participants whether these experiences would prevent them from seeking care for restricting back pain in the future, participant remarks (e.g., "I'll just go through life the way it is") and the tone with which they describe their experiences (e.g., "the heck with it") suggest disinterest in future engagements with providers.

Participant-reported beliefs about age-related inevitability of restricting back pain {#Sec5}
-------------------------------------------------------------------------------------

Several participants reported that restricting back pain was a normal, commonly occurring part of the aging process. This notion of the inevitability of restricting back pain with older age was reported both as a personal belief and as a message often communicated by providers. These feelings were expressed in phrases such as: "I think it's part of aging," (NYC focus group participant), "I figured/assumed everyone has \[pain\]" (PEP interview participant) and "my body's worn out," (CT and NYC focus group participants), "The older I get, I think the worse it'd be... it last longer, and it hurt more," (NYC focus group participant).

Commonly, these participants reported that their providers either dismissed or minimized their restricting back pain, often with ageist statements. These interactions appeared to either reinforce already held perceptions that back pain was inevitable, and/or limit motivation to seek further pain care in the future, as shown in the following participant narratives."I'll tell you what the doctor thinks: "you're 93 years old!" I see that all the time when I go to the office. Like everything is taken very lightly. So, I'd rather be my own doctor. (PEP interview participant)I went to him \[doctor\] and I said, "Look I can't walk. What am I supposed to do?" He says, "How old are you?" I said, "I'm close to 90." "What do you expect? You're an old man." (NYC focus group participant)"

Thus, dismissive or minimizing comments by providers can serve to inform or reinforce older adults' beliefs that back pain is directly related to old age, or perhaps, that providers have nothing more to offer.

Negative attitudes toward pharmacologic and surgical interventions {#Sec6}
------------------------------------------------------------------

Several participants described negative attitudes toward pharmacologic and surgical treatments.

Participants were animated in their remarks about the perceived lack of efficacy, adverse effects, or fear of becoming addicted to medications."You could use a world of medication; \[the back pain\] is still there. (NYC focus group participant)One of the \[providers\] gave me Percocet. I took exactly one and I threw the rest of them away. It was the most horrible experience of my life. I was in la-la land. (CT focus group participant)If they say I must do it, then I'll take one...first of all it makes me groggy and all I want to do is sleep and I don't want to get hooked on it so I don't want to take now. (NYC focus group participant)Well, medicine is okay but I don't want to become addicted... Once you become an addict of medicine...the stronger they get...You take \[morphine\] and you fall asleep and when you wake up you still got the pain, you still got the issues. (NYC focus group participant)"

Many participants expressed wariness of taking multiple medications, reported fear of taking "yet another" medication, or worried about how the medication might negatively interact with their existing medications and potentially cause more harm than benefit."They always want to give me medicine. I don't want medicine! Because I don't think it helps any...I don't want another medication. (PEP interview participant)I'm taking so much medication, I don't like to take too much stuff....So I let the pain go away, come and go the way you please and that is it. (PEP interview participant)...they give you this pill for that, that pill have a side effect, then when you go back...they going to give you pills for the \[side\] effects. Then that pill is going to have another \[side\] effect, and that what messes up your whole metabolism. (NYC focus group participant)"

While some participants expressed negative attitudes toward medications, others expressed dissatisfaction with their providers. That is, participants frequently said that their provider was not listening to their concerns or was only willing to use medication rather than discussing or considering alternatives."They give me more pills but I don't want more pills. "Why don't you try this?" "No I don't want, I really don't want more pills"... I want to be able to correct it somehow but not with pills. (PEP interview participant)I feel like they want to give you medicine and I'm against that. (NYC focus group participant)That\'s the thing. They don\'t tell you much. They\'d rather give you medication. (NYC focus group participant)\[The orthopedic specialist\] saw me, took some x-rays...I don't think I even had therapy. He gave me medication for pain... The last couple of months I'd see him for five minutes and that's it. He'd have me, once in a while, walk- but there was no real treatment other than pain killers. (PEP interview participant)"

The impact of negative patient-provider interactions was evident when participants described providers giving mixed or conflicting information about treatment options, not communicating adequately, or not soliciting participants' feedback in establishing treatment goals. Many participants felt that providers either had nothing to offer or were not willing to offer anything new, which possibly served as a deterrent to future care-seeking."So when you go \[to the doctor\], you come back knowing less than you did when you went. Because they don't have time to explain to you the whys ... when you find out more about what's going on with your body, I think you can accept it better than to wonder. (PEP interview participant)I'm not gaining anything \[new\]. I go and I listen and nothing happens... I'd love to have some options. (PEP interview participant)"

Some interactions with providers were specifically focused on the perception that surgery would be the next or the only treatment proposed, and this perception led some participants to avoid seeking care. Participants' comments about surgery were mostly negative, and ranged from a fear of proposed or presumed surgical options to actual suboptimal outcomes among surgical patients."If it bothered me, I would like to have it treated but not operated on...I don't know how to put it. Fear, I think it's fear mostly. (PEP interview participant)I figure it's something I'm going to have to probably live with. I don't have any faith that surgery would be of any reasonable help. (PEP interview participant)That\'s a scary thing. Because I know a few people that had to have surgery...Because they never get over it...They always have problems. (NYC focus group participant)They left it up to me to decide whether I would have \[the operation\] or not, and, of course, I didn't have it. There's always a risk with everything...I didn't know if it would make me better or make it worse. I figured if I could tolerate what I have now, I'll just go through life with the way it is. (PEP interview participant)I was planning to get surgery, oh, maybe about 11 years ago and the more I thought about it and the more I talked to the doctor---there are only three things that could happen: 1) you're great like a new person, 2) you're the same, not a bit of change, and the other is, 3) you're worse! So I say, two out of three is not good, *the hell with it*! So I canceled the operation! *(emphasis original)* (PEP interview participant)"

Poor patient-provider communication resulted in discordant treatment goals, expectations, and definitions of "success", and appeared to contribute to participants' negative overall perceptions of surgical treatment options. One participant who had had back surgery remarked:"\[The surgeon\] told me \[the back surgery\] was a success ... he said "it worked out" from the X-ray, that it looks like it's going to be successful, but the pain...that's what to me, what I would say is successful, if I didn't have any more pain. As long as I have pain, it was not successful! (PEP interview participant)"

Relative importance of restricting back pain versus other comorbidities {#Sec7}
-----------------------------------------------------------------------

Many participants encountered uncertainty in managing multiple comorbid conditions. This may have been exacerbated by the fact that older adults often receive care from a variety of medical specialists (e.g. cardiologists, endocrinologists, rheumatologists), each of whom may be more focused on treating "their" condition. Further, participants sought care for conditions they perceived to have higher priority than their restricting back pain."I mean, I have to watch my diet. And I do have to see the doctor regularly for my kidney condition. So I don\'t worry about the back pain. I just worry about having a fall or something. (PEP interview participant)My concentration at this point is my diabetes. I've had that for almost 30 years. And that has presented problems along the way...they know more about that than what I'm going through with my back. (PEP interview participant)I am having back pain...not only for months, for years. My doctor told me that they are only patching me up because I have other problems; prostate, liver, heart, and all different problems...so we got to live with all that. (NYC focus group participant)It's my knees I gotta worry about. Both my knees... wow, they hurt. (PEP interview participant)"

While the majority of participants alluded to or discussed having challenging interactions with their provider, a few stated that they continued to experience restricting back pain but were willing to continue seeking care because of a positive relationship with their provider. As one participant said, "He's a wonderful person, compassionate, and I'm grateful...if there's something I could do...I'm willing and I'm able to make myself available." (PEP interview participant). This scenario was not reported frequently, perhaps because the study eligibility criteria included participants who had experienced restricting back pain within the last three months.

Discussion {#Sec8}
==========

This study contributes qualitative data from a racially/ethnically diverse group of older adults with restricting back pain and describes their beliefs about the inevitability of pain in older age, a common fear of surgery and polypharmacy, and challenges in managing restricting back pain in the context of multiple comorbid conditions. Our results suggest that patient-provider interactions, which underscored these discussions, can serve as powerful deterrents to future care-seeking. This is significant because, while patient-provider communication has been identified as both a significant barrier and facilitator to care in general adult populations \[[@CR56]-[@CR58]\], this research highlights aspects of the experience of restricting back pain from the older adult's perspective.

By documenting the accounts of older adults with restricting back pain and their associated rationales for seeking or not seeking care, this study identifies opportunities for clinical intervention. For example, enhanced medical education to recognize and combat ageist beliefs and behaviors may help to reduce the under-treatment of restricting back pain in older adults. Future research should focus on quantifying both older adults' and providers' attitudes and beliefs about ageism and developing curricula/training programs that help providers learn how to respond to older adults' feedback about their pain experiences, beliefs, and treatment goals \[[@CR59]-[@CR63]\]. Understanding how enhanced patient-provider relationships ultimately impact patient-reported or performance-based outcomes has yet to be determined among older adults with restricting back pain \[[@CR64]-[@CR67]\] and therefore warrants future attention.

Negative attitudes towards medication and surgery were provided mostly by participants who felt they had received inadequate or conflicting information from providers. These narratives also revealed a misalignment of priorities among participants versus providers, with participants feeling that provider recommendations did not adequately address their concerns. This finding underscores the importance of focusing on and enhancing patient-provider communication to develop a shared understanding of treatment goals and priorities and offers insight as to potential avenues for integrated interventions \[[@CR63],[@CR68]-[@CR70]\].

As demonstrated in our study, restricting back pain rarely occurred in isolation as most participants reported the presence of multiple chronic conditions. It is unclear how providers approach and evaluate an older adult's experience of back pain relative to other comorbidities \[[@CR8]\]. Studies have demonstrated that pain is consistently undertreated among older adults \[[@CR23]-[@CR25]\], and among minorities in particular \[[@CR30]-[@CR32]\]; however, these studies did not address *why* so many older adults continue to suffer with back pain. It is possible that providers undertreat pain because of its subjective nature, and instead focus on more acute problems or quantifiable assessments such as disease biomarkers or scales of severity \[[@CR71]\]. Given the lack of data about the reasons underlying the under-treatment of back pain among older adults, qualitative studies such as this one\-- pointing toward specific barriers (and some that are potentially modifiable) to seeking care\-- are essential for identifying future targets for intervention. Further research is needed to evaluate why back pain remains undertreated and what multi-component interventions are most likely to succeed for older adults with multiple comorbidities.

The importance of patient-provider interactions and their impact on treatment outcomes and care-seeking has been well-documented in the field of mental health using the term 'therapeutic alliance' \[[@CR64],[@CR65]\]. A recent qualitative study of older community-dwelling adults identified several factors contributing to their decisions to seek professional care, including: an aversion to vague age-related statements and an appreciation of diagnoses as professional validation of their concerns \[[@CR16]\]. Likewise, our research highlights the importance of establishing an effective partnership, including the need to improve providers' communication skills and willingness to engage older adults in their own care toward establishing shared treatment goals \[[@CR10],[@CR72]-[@CR74]\]. Educational curricula for providers should emphasize the potential influence of providers' and older adults' beliefs, biases, and illness perceptions on the patient-provider relationship \[[@CR16]\]. Moreover, future studies should assess whether and how therapeutic alliance specifically ranks among other known factors that influence care-seeking \[[@CR26],[@CR75]\] using a mixed-methods approach.

While membership in a minority group has been found to be a risk factor for the under-treatment of pain, prior research on back pain has been largely limited to persons who currently seek care and has often focused exclusively on non-Hispanic Whites \[[@CR38]\]. We specifically broadened our sample from CT to NYC to enhance diversity. However, we did not have the resources to interview non-English speaking older adults. The research presented here enhances our understanding of how diverse populations experience back pain outside of the clinical setting by including older adults who may or may not have been engaged in care at the time of participation. This qualitative research is hypothesis generating and generalizing our findings to broader populations (for example, including non-English speakers) should be done with caution.

Limitations of this study include potential survival bias which may be inevitable in studies focused on older adults. Focus groups, while including Hispanic/Latino participants, were conducted in English only, which prevented Spanish-speaking only members of the community centers in NYC from taking part in the research. Older adults of different race/ethnicities who do not speak English may experience restricting back pain differently than those who speak English \[[@CR35]\]. We acknowledge that the discussion guide and methodology used do not allow us to draw conclusions or generalizations about racial/ethnic groups. Further, there are likely socio-economic and other variables, that we did not assess/measure, that may contribute to whether older adults seek medical care. Focus groups were comprised of older adults who reported restricting back pain during the past three months and who were ambulatory enough to travel to a senior center, thereby excluding participants who were non-ambulatory and/or home-bound. This could have resulted in a sample whose pain was more manageable at the time of the focus group. We also acknowledge that clients who attend senior centers belong to a particular, sometimes self-selected, group who are able to engage in social events/ community activities. Still, our results from individual interviews, conducted in participants' homes, were consistent with those from the focus groups. Lastly, we also acknowledge that the participants in our sample had engaged in care at some point and were reflecting on those experiences. We cannot be assured that the themes identified in this paper will directly result in the participant not seeking future care. However, the content and tone of the responses strongly suggest that the participants were dissatisfied with a clinical encounter and unlikely to return to the same provider for the same issue.

Conclusions {#Sec9}
===========

By illustrating why older adults may not seek back pain-related care, this study contributes valuable information toward identifying potential opportunities to improve the quality of care for this growing population. When speaking about their experiences interacting with providers, older adults talked about the quality of interactions as a factor in decision-making about potential future care-seeking. Our findings suggest that older adults' care-seeking behaviors and their attitudes toward providers and potential treatments for restricting back pain may be improved by enhanced patient-provider communication that includes eliciting goals of therapy and understanding older adults' beliefs about and priorities for pain management strategies. Providers, in turn, might benefit from clinical guidance regarding the treatment of back pain specifically in older adult populations that recognizes the impact of ageist myths and assumptions and providers' focus on medical and surgical interventions. Ultimately, by understanding why older adults may not seek care for restricting back pain, we may begin to uncover areas that can be improved upon, and thereby minimize the burden of undertreated back pain in older adults.
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